The question whether third-generation syphilis does occur has in the past been the subject of much debate and controversy. The following criteria laid down by Fournier (1891) and Finger (1900) still provide the yardstick by which third-generation syphilis is judged:
(1) Acquired syphilis must be demonstrated in the grandmother and preferably also in the grandfather. (2) Pre-natal as distinguished from acquired syphilis must be demonstrated in the mother of the third-generation case. Acquired syphilis must be excluded in her case and the father must be proved to be healthy. (3) There must be incontrovertible evidence of pre-natal syphilis in the third generation. (4) Manifestations must appear soon after birth in both the second and third generations. Nabarro (1954) , who devoted the greater part of his professional life to the study of congenital syphilis, was firmly convinced that third-generation syphilis did occur and personally observed 42 families with probable syphilis in three generations.
American observers have tended not to regard third-generation syphilis sympathetically, but Beerman, Wammock, and Magnuson (1942) reported a case in a family group in which they considered that there was sufficient authentic information to permit its classification as a probable case of third-generation syphilis. They also reviewed the case reports published between 1933 and 1941, omitting those reported before 1933, and divided them into more probable and less probable categories, but they could place only seven cases in the first category. Sauer (1951) also reported a case of third-generation syphilis which in his opinion conformed to the Fournier-Finger doctrine as far as it is ever possible to do so, and he urged the continued reporting of cases. In a study of the incidence of neurosyphilis among parents of congenital neurosyphilitic children, * Received for publication June 3, 1964 . Kemp and Poole (1925) were of the opinion that two of the twenty mothers in one of their series showed the stigmata of congenital syphilis and that their children almost certainly represented third-generation syphilis.
More recently, Masterton (1956) has described a case of third-generation syphilis, and this seems to be the last case recorded in Great Britain.
In the same year Szego (1956) recorded a case and, having reviewed the literature of the subject, commented that up to that time only 68 families conforming to the strict conditions of proof had been described.
The extreme rarity of the condition has prompted me to record the histories of the two following families, which strongly suggest the transmission of syphilis through three generations.
Case Reports
The clinical data are represented chronologically and not in order of original review. The treponemal immobilization test (TPI) was used throughout the investigation in all living cases wherever relevant. The families have been given fictitious names-Smith and Jones-for purposes of clarity.
FAMILY SMITH (Fig. 1) 
GENERATION I
Maternal Grandmother (28) (Fig. 1, I Obstetric History.-Two full-term pregnancies. No miscarriages. Her son now aged 6 years, and her daughter 1 year. The blood serology of the children was not apparently investigated at this time in view of the mother's undoubtedly congenital infection. 1955: There was now no perception of light in the left eye. The pupil was widely dilated-she had been applying atropine drops intermittently but not on medical advice.
The ocular tension was raised + +.
Ophthalmoscopic examination showed deep glaucomatous cupping of the left optic disc, a small haemorrhage above the optic disc, and numerous old exudates near the macular area. In the right eye a faint comeal haze appeared as a result of interstitial keratitis. The tension was normal, and the optic fundus was normal. The visual acuity was 6/6. 1960: She was seen at the VD department, and the eyes were essentially the same as in 1955.
Both knee joints were normal clinically and radiologically. No clinical abnormalities were found in the central nervous or cardiovascular systems, and x rays of the heart and aorta showed slight aortic unfolding and left ventricular prominence.
Blood.-The Wassermann and Price's precipitation reactions were negative and the Reiter protein complementfixation and treponemal immobilization tests were positive.
Cerebrospinal Fluid.-Protein 20 mg./100 ml.; cells nil; Wassermann reaction negative; colloidal gold 0000000000. Father (36) Mr. Smith (Fig. 1, II FAMILY JONES (Fig. 2) 
Maternal Grandmother (54) (Fig. 2, 1 Spine.-Dorsal scoliosis, conicavity to the right. Lumbar kyphosis and scoliosis, concavity to the left. X rays of dorsal spine showed nothing abnormal, but the lumbar spine showed scoliosis of the vertebral bodies of L2, 4, and 5, and almost complete loss of disk space between LI, L2, and L3, and between L4 and L5. There was no evidence of paravertebral swelling. The radiologist described this as a Charcot spine.
Blood. (Fig. 2, II, 3) . 1933 Stillbirth at 8 months' gestation (Fig. 2, 1I, 4 ) 1934 Miscarriage at 6 months' gestation (Fig. 2, II, 5) 1935 Normal pregnancy and confinement (Fig. 2, II, 6) Maternal Grandfather (33) (Fig. 2, I Clinical Examination.-The facies was definitely suggestive of congenital syphilis with wide spacing of the orbits and mild depression of the bridge of the nose with slight flaring of the nostrils. There was a high palatal arch with slight defect in the hard palate admitting the tip of a probe. The patient had artificial teeth but gave without prompting a fair description of Hutchinsonian teeth. She said she had always been self-conscious of her front teeth as a child because they were different from those of other children; she described them as "small and round with jagged edges".
There was no clinical evidence of involvement of the central nervous or cardiovascular systems, and no abnormality in x rays of the long bones of the limbs, or of the heart and aorta.
Blood.-The Wassermann and Price's precipitation reactions and the Reiter protein complement-fixation and treponemal immobilization tests were all positive X .
Cerebrospinal Fluid.-Protein 15 mg./100 ml.; cells nil; Wassermann reaction negative, colloidal gold 0000000000.
Treatment.-After three courses of procaine penicillin (PAM) to a total of 42 6 mega units, the serological tests were still positive (Wassermann and Price's precipitation reactions -t-; Reiter protein complement-fixation test -t-1:16).
Father (34) Mr Jones (Fig. 2, II, 7) 1961: There was no history or clinical or serological evidence of acquired syphilis, and he denied any possibility of infection.
GENERATION III
Son (3), William Jones (Fig. 2, III, 8) 1961: Examined in the course of the family follow-up, he was a bright healthy little boy with no evidence or gross stigmata of congenital syphilis. X rays of the long bones of the limbs showed no abnormality.
Blood.-The Wassermann and Price's precipitation reactions and the Reiter protein complement-fixation and treponemal immobilization tests were all positive +.
Cerebrospinal Fluid.-Protein 20 mg./100 ml.; cells nil; Wassermann reaction negative, colloidal gold 0000000000.
Son (born 18.8.61), Peter Jones (Fig. 2, III, 9 ). Son (born 26.12.62), Douglas Jones (Fig. 2, III, 10 ).
These were both healthy full-term children, with no clinical evidence of congenital syphilis at birth or subsequently. All serological tests were negative.
Discussion
Congenital syphilis has undergone a profound change in the last thirty years and no longer is it common to see the florid cases of bygone days but rather for congenital syphilis to appear in later years in the form of the late manifestations. It would therefore seem justifiable to modify the Fournier (1891)- Finger (1900) doctrine in the light of present experience of congenital syphilis and in particular the fourth postulate which states that manifestations of congenital syphilis must appear soon after birth in both the second and third generations.
Considering the family histories described, in the first family the maternal grandmother (Fig. 1, I , 2) undoubtedly had syphilis, probably in the benign tertiary stage. There is no evidence as to whether the maternal grandfather (Fig. 1, I, 1) (Fig. 1, III, 7 ) in this family, the neurological symptoms did not appear till the age of 12 years, the disease having remained latent during the intervening years.
In the second family described, both the maternal grandmother (Fig. 2, I , 2) and grandfather (Fig. 2,  I , 1) had neurosyphilis and the maternal grandmother's obstetric history was very typical. In the mother, Mrs Jones (second generation), the disease had remained inactive throughout and only certain very definite stigmata of congenital syphilis were present. Her persistently positive blood serology in spite of intensive penicillin treatment further substantiated the congenital origin of her disease. Her son William Jones (third generation), although undoubtedly infected, did not show any obvious stigmata or clinical evidence of congenital syphilis, which is in keeping with present-day experience of the disease.
As regards the respective fathers (second generation) of the two probable third-generation cases, the exclusion in them of a syphilitic infection depended on the absence of historical and clinical evidence of infection and the negative blood serology, including negative TPI tests. Sequeira and Wilkinson (1955) have shown that the use of the TPI test appreciably reduces the margin of error in excluding latent syphilis.
The remote possibility of presumably congenitally infected second-generation mothers having been super-infected with the acquired form of the disease has to be considered. Assuming that their respective husbands could with reasonable certainty be cleared of this responsibility, one must assume that superinfection occurred extra-maritally or even by extragenital infection. In the cases under consideration both women denied any possibility of this having occurred and as both seemed entirely reliable witnesses, there seemed no reason to doubt this. Moreover, the comparative youth of one of the second generation mothers would also tend to rule out the possibility of an acquired infection following her congenital infection.
In conclusion, while absolute scientific proof is lacking, the two cases considered do seem to fulfil the Fournier-Finger criteria, allowing for the modifications of these criteria in the light of present-day experience of congenital syphilis, and would seem to be probable cases of third-generation syphilis. 
Summary

